In May last year the recently established Australasian Patient Safety Foundation convened a workshop in Brisbane to plan the implementation of an Australasian Incident Monitoring Study.
The study had its beginning the previous year at a conference on 'Monitoring in Anaesthesia' when a group of concerned anaesthetists resolved to study 'critical incidents' nationally. A 'critical incident' as defined by Cooper' is 'any untoward event, or mishap -not necessarily harmfuloccurring during the anaesthesia process (including the preoperative visit and premedication responsibilities) which satisfies the following criteria:
• it is an error by a member of the anaesthesia team, or a failure of his equipment to function properly; • it occurs while the patient is under the care of the anaesthesia team (including during recovery time); • it is reported by someone either involved in, or who witnessed directly, the entire incident; • it was clearly preventable.'
As ideas about the study evolved 2 ,),4 it was decided to study all incidents rather than just critical ones, so as to include those which did not necessarily have human error or equipment failure, and which could be caused by clinical events or complications which occur despite normal management. 2 It was felt that benefit could be obtained if, ultimately, both universal computer-based anaesthetic records and incident report systems could be established in all Departments of Anaesthesia and group practices. 5 This would then allow transfer of data to a central database for collation and comparison.
. The workshop in Brisbane included representatives from the Bureau of Air Safety Investigation, the Medical Defence Union and anaesthetists from both hospital and private group practices. Many issues were clarified and a comprehensive reporting system was designed which would maintain confidentiality and anonymity of reporter, patient and anaesthetist.
The requirements for a comprehensive reporting form were discussed in considerable detail. The final version contained space for narrative, and sections for multiple choice listings of incident details. Each reporting form has a removable sticker bearing the same number as the form; in all incident discussion and feedback the incident is identified only by this form number, the reporter retaining the numbered sticker after filling in the narrative section and as much as possible of the multiple choice section before depositing in a box for collection by the Person On the Spot (POS). The POS, the most vital link in this study, is the nominated hospital or private group practice representative. It is envisaged that each POS will organise regular local quality assurance meetings to discuss the reports, which will then be fed into the national AIMS database in Adelaide.
These representatives from over 40 major hospitals and private practices at this stage have a crucial role to play. He or she undertakes the collection and coordination of information from people reporting (be they surgeons, anaesthetists, nurses or lay people) incidents within their particular group. They are also available to offer suggestion or advice if the reporter feels there could be a medicolegal problem. The reporter may of course, wish to remain completely anonymous even to the POS.
Feedback is available to participants in the study on a regional basis approximately every three months, and on a national basis every six months. Such data includes the relative incidence of the various types of data coming from each organisation and comparisons of prevalence between organisations or regions. As the study progresses it is envisaged that evaluation of corrective strategies will be undertaken.
The study will provide the APSF with a database of incidents, both critical and noncritical, and will: 1. allow the identification of commonly occurring errors and other potentially hazardous incidents in our daily practice; 2. allow the development from such data of strategies to reduce or eliminate these errors and/or hazards;
3. allow the on-going evaluation and refinement of these corrective strategies; 4. lead, ultimately, to the improvement of the safety of patients undergoing anaesthetic procedures.
